not take me long to realize I was more interested in managing pain and other symptoms than I was debating whether the cure rate from whole beam radiation was 89.4% or 91.3% for stage IA Hodgkin's disease. Since there were no palliative medicine fellowships in Canada in 1987, I negotiated my own 3-year fellowship in pain and symptom management with Dr. Ian Kerr, a medical oncologist at the Toronto-Bayview Regional Cancer Center. It took me 20 years after high school before I finally found my niche and got a real job. My mother was profoundly relieved! There were two "bad deaths" during that time that influenced me. My father had advanced Parkinson's disease and died 1 week after moving to a nursing home. He had fallen out of bed and died of acute pneumonia 12 hours after returning from the hospital where he'd been x-rayed to rule out a hip fracture. I was furious at the care he received and his sudden, unexpected death. However, my mother, having just lost her husband of 35 years said, "Frank, your father is dead. Don't waste your time being angry at the nursing home. Put your energy into activities that will make the world a better place for the living." When my very close friend, Christopher Covert, died of complications from acquired immune deficiency syndrome (AIDS) in the hospital where I worked, and where even I could not prevent him from being overhydrated and undertreated symptomatically, I remembered my mother's advice, and redoubled my efforts. No one should have to die the way they did at that time period.
THE TIPPING POINT
In 1990, two dear nursing friends, Marilyn Lundy and Shirley Herron, pioneers in palliative home care and inpatient palliative care in Toronto told me I needed to meet Dr. Larry Librach, a family physician who had initiated an inpatient palliative care program at Mt. Sinai Hospital (University of Toronto) and needed help to start a home-based consult service. They orchestrated a lunch meeting that changed my life. Larry and I worked together for almost a decade and developed inpatient and home-based palliative consultation services that are now government funded and serve as models in the Province of Ontario.
In the course of that work, I noticed that there were no standards for palliative care in Canada. Most people think Canadians have a single health system; they are wrong. Each province has its own system with its own rules. While there is the Canada Health Act with which each province must comply, there is great variability in the healthcare services in each province. At the time, hospice or palliative care was not mentioned in the Canada Health Act, and not paid for by any of the Provincial Ministries of Health. The major problem was the wide diversity of people who thought they were doing palliative care and thought everyone should do it their way. This variability was far greater than in the United States because there was no stimulus for conformity like the Hospice Medicare Benefit. Most hospice programs were staffed by volunteers; I served on the Board of Directors of Hospice MarkhamStouffville (just northeast of Toronto). Most palliative care programs were hospital-based, doctor/nurse-driven, and idiosyncratic to the personalities at hand. The gulf between them was wide.
I distinctly remember a cocktail party where a government official for the Ontario Ministry of Health made the remark that, "as long as you can't agree among yourselves, don't come to the governmentuntil you have one voice with one message and one thing everyone wants, we'll tell you to go back and play in your sandbox and you'll get nothing." I took that as a challenge.
CONSOLIDATION
From 1989, I worked with the standards committee of the Metropolitan Toronto Palliative Care Council. Then, from 1994, I led the standards committee of the Canadian Hospice Palliative Care Association to develop a national consensus on draft norms of practice that could apply across all of the 14 different health care systems in Canada. Since there was no external reason (like money) to get them to agree, it took 13 years of painstaking group process to get all participants to agree to a common language and a common set of principles that applied to all "hospice palliative care"-whether it was done in volunteer hospice programs, or in government-funded homecare programs, acute care hospitals or long-term care facilities. Finally, in 2003, our "one voice" resulted in national legislation that incorporated palliative care into the Canada Health Act. The new directives (including money) to make palliative homecare and the medications needed to support it available in every province in Canada were based on the "Model to Guide Hospice Palliative Care" (The Model) we had published in 2002 as the nationally accepted norms of practice. 1, 2 Subsequently, The Model has had a significant "ripple effect"-it has been used to develop nursing, pediatric, residential, and volunteer hospice palliative care standards; to develop medical and nursing curricula; to influence acute and long-term care facility accreditation standards; and to guide national research strategies. 
MOVE TO THE UNITED STATES

DOG WITH A BONE
America at the Open Society Institute (funded by George Soros) helped to make it possible.
It was difficult for me to leave Canada both for the obvious reasons of moving to a new country and culture, but more specifically because physicians who "go south of the border" to work are generally shunned as traitors to the socialist ideals of the Canadian Health Care System. Happily, I am still greeted warmly in Canada. I am still invited to teach and, more importantly, to help with the continuing reach of the Canadian Standards Project as it rolls out in the Canadian Healthcare System. Since I moved to San Diego, in addition to my work with the EPEC Project and standards of practice, [5] [6] [7] SDHPC has proved me with amazing opportunities to build on what I learned in Canada through work with the Center to Advance Palliative Care to develop strategies to implement palliative care in acute care hospitals; with The California Hospital Inpatient Palliative Service (CHIPS) Project to test this approach in California; 9 with SDHPC to change how 500 clinical staff approach pain management; 10 to integrate palliative care into wound care (and vice versa), 11, 12 and now with the Archstone Foundation to use bedside mentorship to change the experience of patients and families on hospice care in long-term care facilities. 13 
GOING GLOBAL
I have mostly recently taken my passion for teaching and standards to developing countries. I have used the skills I learned in Canada and honed in the United States to bring political and regulatory leaders together with doctors and nurses to implement palliative care in developing countries that see the need to implement the WHO Public Health Strategy for their people. 14 Jan Stjernsward, M.D. and Kathy Foley, M.D. have been principal mentors and collaborators in this new stage in my life. I laugh a bit at my travel itineraryit looks more like something from Phineas Fogg and Around the World in 80 Days than a usual physician calendar-here one day, there the next day. Over the last 2 years I have been part of educational programs in Canada, Egypt, Georgia, Jordan, Mexico, Mongolia, the Philippines, Spain, Sweden, and the Ukraine. 15, 16 Concurrently, I developed a unique International Palliative Medicine Fellowship based on U.S. Fellowship training standards and have trained fellows from Jordan, Georgia, Mongolia, and Slovenia.
Just as in the United States, there's nothing so galvanizing as a patient in abject misery transformed to comfort within hours after attentive listening and appropriate dosing of morphine. It is fun and deeply rewarding to watch doctors, nurses, and others in developing countries feel like miracle workers, and then want to teach all of their colleagues the same skills.
It has been thrilling to include U.S. fellows training in hospice and palliative medicine from SDHPC as faculty-you never learn something so much as when you have to teach it in the classroom, then mentor and proctor it at the bedside of real patients in a foreign country through a translator. Inevitably, the many lessons learned change their practice in the United States.
LESSONS LEARNED
I like to think of myself as an easy-going, peopleoriented person. However, I am forced to admit that when I am focused on a project, like the Canadian Standards Project, or implementing palliative care in a developing country, I am more like a dog with a bone that will not put it down. Dogs are persistent in their passion for their bones and they do not give a bone up easily. As I reflect, this is an important characteristic of my success, and something worth passing on: be "passionate and persistent." There are so many opportunities to become discouraged and to quit. When my collaborators and I were engaged in the long slog through snowy Canadian winters to small crowds gathered in local halls to debate whether hospice was different from palliative care, there were many times when I wondered if we would make a difference. The competing points of view that were based on emotion and local culture seemed, at times, irreconcilable. Yet, the big objective, of making sure everyone gets the relief of suffering they deserve, was sustaining.
HOPES FOR THE FUTURE
As I watch the integration of palliative care into the day-to-day practice of health care systems and professionals across North America, and around the world, I see that their approach to patients, families, and life is transformed for the better for everyone involved. Today, I believe that we will see the day when palliative care is an integral part of health care practice; where "everyone communicates and negotiates goals of care effectively" based on patient preferences and realistic therapeutic outcomes; where patients living with advanced illnesses have the capacity to live life to the fullest; and where the impact of illness and suffering on families and societies is markedly re-FERRISduced. I believe that the integration of palliative care into health care is not only a strategy to express human kindness, it is also a strategy to facilitate peace worldwide.
So, if there is any wisdom to be gained from my story, it is: mix passion and persistence. Dream big, hold on tight, be patient, focus, and do not give up. After all:
The standards of practice we create and the people we train will look after us when it's our turn to receive care . . . Are you ready?" 17 
